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COMBATING MISDIAGNOSES IN THE FIELD OF
SPEECH LANGUAGE PATHOLOGY

JEZZICA ZIMMERMANN
HONORS CAPSTONE
SPRING 2016

INTRODUCTION
The problem of misdiagnosis between language disorder and language difference is
something that has been increasingly brought to light in the past few decades. There is a plethora
of information showing research to prove licensed speech language pathologists (SLPs) and
students do not have accurate judgement in conducting evaluations or deciphering the correct
diagnosis as they do in other areas of the field (Levey, 2013; ASHA Cultural Competence;
Verdon, McLeod, & Wong, 2016; Horton-Ikard & Muñoz, 2010 ). The factors that contribute to
this problem include the lack of a required multicultural course which leads to insufficient
cultural competence, and the inability to identify a nonstandard English dialect from disordered
speech (Levey, 2013; Social Dialects, 1983). With minority populations being most frequently
misdiagnosed, the understanding of different cultures is an area SLPs need to become more
versed in. This would allow SLPs to avoid giving biased tests to those populations who may not
understand the context of certain questions because it is not relevant to their native culture. The
aim of this study is to inform readers of the main differences in these diagnoses and find the most
frequently identified symptoms between them to distinguish the two as distinctly as possible.
This paper is meant to serve as a resource for parents, students, teachers, linguists and speech
language pathologists.
Even after SLPs conduct their assessments, the parents know the child’s true ability better
than they ever will, and this is why it is important for parents to be aware of the typical
developmental milestones. The input of loved ones is very important for speech language
pathologists to compare with the results of assessments and help paint a better picture of the
child’s strengths and weaknesses to ensure the most accurate diagnosis. Being aware of the
ongoing mistakes of others in the field can help licensed or training speech language pathologists

improve themselves and become more cautious of mislabeling clients. This paper explores why
this misunderstanding exists to advocate for changes and implement better education for future
speech language pathologists.
LANGUAGE DISORDER
The definition of a language disorder is any difficulty with the production and/or
reception of linguistic units, regardless of environment, which may range from total absence of
speech to minor variance with syntax; meaningful language may be produced, with limited
content. The causes of language disorders are often unknown, but some potential causes of
language disorder could be: a family history of language disorders, premature birth, low birth
weight, hearing impairment, autism spectrum disorder, cognitive impairments, syndromes
(Fragile X, Fetal Alcohol and Down syndrome), stroke, brain injury, tumors and poor nutrition
(ASHA Preschool Lang Disorders). At 44.2%, language disorders are the most common
communication impairment in children ages 2 to 5. It is the second most prevalent disorder in
students ages 6 through 21 at 17.9% behind specific learning impairment (SLI), which occurs in
39.5% of adolescents (ASHA Leader,2016). The National Institute of Deafness and
Communicative Disorders defines SLI as “difficulty with language or the organized-symbol
system used for communication in the absence of problems such as mental retardation, hearing
loss, or emotional disorders (NIH, 2004).” Language disorders do often co-occur with other
disabilities, especially developmental disorders such as autism spectrum disorder and cerebral
palsy. The characteristics of language disorder include having greater ability for some aspects of
language than others, abnormal developmental progress, and too many errors for their age level.
An example of abnormal developmental progress is when a child has mastered Brown’s
Morpheme #8, while still struggling with #3. Brown’s morphemes are a highly recognized

chronological list of morphemes, or word markers, which presents the typical steps in the
morphological development of children. Those children who do not follow this sequence are at
high risk of having a language disorder. According to Brown’s 1973 article, there are 14
morphemes included which all should be acquired by the age of 4:
1. present progressive (-ing),
2. preposition in,
3. preposition on,
4. regular plural (-s),
5. past irregular (We ate),
6. possessive (Jake’s apple),
7. uncontractible copula (This is mine),
8. articles (a, an, the),
9. past regular (-ed),
10. third person regular (she drinks),
11. third person irregular (baby does patty-cake),
12. uncontractible auxiliary ( Q: Who’s wearing your hat? A: He is)
13. contractible copula (it’s cold outside),
14. contractible auxiliary (Mommy’s crying = Mommy is crying)
Those with language disorders will also display difficulties using language to think, learn
and communicate. Language disorders affect three domains of language: form, content and/or
use (Mulrine & Kollia, 2015). The form of language includes: phonology, morphology and
syntax. Phonology is the rules governing the sound system of a language. Morphology is the
units of language such as words and their parts of speech. The disorder also shows
morphological errors such as omissions and overgeneralizations of irregular forms. Difficulties
with morphology will also be displayed with lack of tense and subject verb agreement (Spoken
Language Disorders). Tense and subject verb difficulties may look like the examples in (3),
when the child is expected to say the versions in (4):
(3)

a. Him go home
b. He fall down and breaks his arm

(4)

a. He goes home

b. He fell down and broke his arm

Syntax is defined by the word order of sentences and phrases. Those with language
disorders will make more syntax errors with word combinations than their typically developing
peers. Syntax errors may look like, “Cookies I want” instead of “I want cookies.” The language
domain content represents the semantic component of language. Semantics are the word
meanings and are usually problems with both expression and reception. Semantic errors can be
identified by their overuse of non-specific vocabulary (such as it, that, there, here, etc.),
difficulties with meaning and frequent revisions and reformulations. Those with language
disorders may also need additional time or support to identify and understand the main idea of
readings. Pragmatic errors are also displayed with a lack of topic maintenance, turn taking and
considering the listener’s perspective (Preschool Language Disorders).
Although every child is different, there are generally a few red flags that can help to
identify bigger problems further in development. The earlier a language disorder can be
diagnosed, the better chances they have of achieving maximal language. If the child has one of
the following characteristics, they should be brought in to a speech language pathologist for an
evaluation (Early Detection of Speech):











Does not smile or interact with others between birth and 3 months.
Does not babble between 4 and 7 months.
Only makes a few sounds between 4 and 7 months.
Does not use gestures such as waving and pointing between 7 and 12 months.
Does not understand what others have said from 7 months to 2 years of age.
Has not spoken by 15 months.
Only has a few words between 12 and 18 months.
Does not combine words to make sentences from 1.5 to 2 years of age.
Says fewer than 50 words by the time they are 2 years old.
Has trouble playing and talking to other children between 2 and 3 years old.




Does not possess early reading and writing skills such as being interested in books
and drawing by 2.5 to 3 years old.
Is not intelligible by familiar listeners by age 3, and unfamiliar listeners by age 4.

At age 4, it is still expected that children will make errors; however, they should not be
significant enough to affect the listener’s understanding of the message. By age 5, it is still
normal for them to mispronounce specific sounds commonly known as the “Late Eight”: /l, s, r,
v, z, ch, sh, th/. Children of this age should also have the pragmatic skills to be able to talk in the
correct way according to various contexts such as in class versus on the playground (Early
Detection of Speech, Language and Hearing Disorders).
Signs of an expressive language disorder includes having a hard time putting thoughts
into words and sentences. The sentences they are able to present will be shorter and simpler than
their typically developing peers. The use of placeholders such as “um” will be used a lot while
they are planning their sentences. They will also have problems using the correct tense (present,
past and future) throughout their sentence. A receptive speech disorder includes difficulties
understanding what others have said, following directions and organizing thoughts (NIH, 2014).
These problems in expressing thoughts and feelings can lead to frustration and behavioral
problems because it is easier to express themselves using bad behavior rather than struggling
with words.
The impacts of this disorder can range widely in the degree of impairment for each child.
Overall, many children who receive services to have help working through their deficits have
mild to no detectable impairments noticed by their peers. Statistics show that 87.1% of students
within the speech and/or language disorder category spend at least 80% of their school day in
regular education classes (ASHA Leader, 2016).

LANGUAGE DIFFERENCE
A language difference is the deviation from the so called “standard English” by accent,
dialect or grammar difference. This is typically the case of language spoken by minority
communities. Both diversity and cultural competence must increase in order for these
misdiagnoses to occur less often. Those students who are bilingual and have English as a second
language are more vulnerable to being labeled with a language disorder (ASHA Leader, 2016).
False positive diagnoses can occur for a number of reasons. These misdiagnoses can occur
because of testing bias, lacking knowledge about the differences of their client’s culture and
insufficient information. The testing material given to the child should be all questions which
they are familiar with and apply to their culture. Unfortunately, this is not always the case.
Enough of these culturally biased questions can cause a child to fail and be wrongfully labeled
with a language disorder.
Systematic variation is a characteristic of language difference. Systematic variation is the
term which states how nonstandard dialects still have a rule governed grammar which speakers
of that dialect follow. This system being followed collectively shows these speakers do not have
disorders which make them speak differently; it was constructed in this way. It is only a different
way of speaking that has been around for centuries and must be recognized as a dialect, no better
or worse than any other way of speaking English.
AAE
African American English (AAE), also informally known as Ebonics and Black English,
is the dialect spoken, but not limited to, African Americans. It is an English dialect which is
stigmatized to be ungrammatical, incorrect, lazy and broken. There are also other misconceptions
about the language such as those who speak it have intellectual disabilities, that AAE is a faulty,

failed attempt at Standard American English (SAE), and that it is slang rap talk. In reality, AAE
has deep historical roots and should be appreciated as that. The origin of AAE has been long
debated, and there are two origin theories which are both very popular. The Anglocentrist or
Eurocentric view states that “African slaves learned English from their white plantation
overloads, who themselves spoke a nonstandard version of the ‘Queens English’…the speech of
the white overlords to slaves was, itself, much simplified, probably lacking verb tenses, noun
case distinctions, pronouns and plurality” (Payne, 2005). This Anglocentrist view was supported
with the evidence that AAE features like pronouncing asks as “aks,” resembled Old English
written by Shakespeare and Chaucer (Payne, 2005). There are also recent linguists such as
Mufwene, who suggests that other features of AAE have their origin in dialects of British
English. He says the phonology of AAE has been associated with the Cockney dialect of
London. For example, both AAE and Cockney dialects use [v] in place of voiced [th] in the word
mother, pronouncing it as “muvah,” and [f] in place of voiceless [th] in the word health,
pronouncing it as “healf” (Payne, 2005). Linguists have brought about important counter
arguments against the Anglocentric view relating to the absence of these features in SAE. They
question, “Why, if the British dialects were prevalent in white settlers at the time of slavery,
were the features adapted only by African slaves, and not spread to other regions of the country
and preserved in modern Standard English?” (Payne, 2005). This is a good question that has not
been answered by the Anglocentrists; furthermore, as the data certainly challenges the
Anglocentrist view, it does not disprove it, and this is why it is still highly recognized.
The second view is called the Creolist position. This uses the linguistic evidence that
AAE is a creole language, mixing several African and European languages. They have compiled
scholarly research since the 1930’s that has reinforced the Creolist position saying AAE

developed from a blend of English and other European and African languages. Gullah, a
language spoken by former slaves isolated on the sea islands off the coast of South Carolina and
Georgia, is established as an early version of AAE (Payne, 2005). The Creolist view states that in
the early 16th century, the West African Coast’s major trade country was Portugal which caused
them to seek an effective mode of communication for business. This interaction between two
different languages brought about pidginization, using vocabulary from one language to
communicate (Payne, 2005). A pidgin is defined as a simplified language system created by two
speakers who do not share a common language, but have a need to communicate (Tasami, 2015).
A pidgin is very informal when it is early in development, but as it progresses, it becomes more
formal and the vocabulary of the dominant language becomes embedded into the phonological
and syntactic system of the non-dominant language (Payne, 2005). Once this, now formal,
linguistic system becomes the first language for a group, it is said to be “creolized” (Payne,
2005).
It is theorized that Portuguese Creole came to the New World when captured Africans
arrived in Spanish and Portuguese colonies causing the language to prosper on both sides of the
Atlantic for two centuries. From 1630-1640, the Dutch exiled the Portuguese from their bases on
both sides of the Atlantic and created a powerful Dutch influence on the African language
system with their addition of another European language (Payne. 2005). At this same time,
France and England were both establishing power in Africa. With sugar plantations growing
rapidly, France became very active in the slave market, creating a new French Creole language
on both of their Atlantic trading bases. This French Creole language still exists in Martinique,
Haiti, French Guyana and Louisiana. The English version of this was created by early
creolizations of European languages and English Creole was brought to America by African and

Jamaican slaves. English Creoles still survive today in Jamaica, Guyana, South Carolina and the
coastal areas of Georgia speaking the early form of today’s AAE called Gullah. With continued
contact between slaves and white settlers, the Gullah language began to merge more toward SAE
creating AAE.
The properties of AAE, include generalization, regularization, analogy and redundancy
reduction. Generalization is the term for linguistic rules limited to a certain environment being
extended to other environments or beyond the restriction of its use. “Multiple negation extends
the rule for negativization in Standard English which permits one negative in a sentence, e.g., He
didn't see anyone. By extension, the sentence He didn't see nobody is acceptable and common in
AAE” (Payne, 2005). The property of regularization is the natural pressure for irregular forms to
be consistent with the principal rules of language. Standard English has numerous counts of
irregular forms of tenses, verb conjugation, plural markers and more. For instance, these
following phrases are in Standard English and will then be followed by their AAE counterpart:
a)
b)
c)
d)

saw vs. seed
had written vs. had wrote
he doesn’t vs. he don’t
if I were vs. if I was

The linguistic property of analogy is the opposite of regularization. This means that AAE has the
tendency to also make regular forms irregular.
a)
b)
c)
d)

brought vs brung
had brought vs had brung
did vs done
had done vs had did

The principle of redundancy reduction is also one of natural change. Redundancy is the rule of
Standard English which requires subject and verb agreement, and marking plurals and
possessives. In the SE phrase “she likes butterflies,” the third person indicator is the pronoun

she; nonetheless, we are still required to mark the verb like with the –s marker which also
indicates the same third person singular. In AAE, the equivalent redundancy reduction phrase
would be “she like butterflies” because you can still get the same exact message across with the
one third person singular indicator: she (Payne, 2005).
There are some speech pathologists who believe it would be beneficial for AAE speakers
to have therapy to “correct” their speech. Linguists argue against this belief saying, “The aim of
therapy is to build or reconstitute a linguistic system that has been impacted by some type of
impairment” (Roseberry-McKibbin & Brice, 2000). In the therapy process a new linguistic
system is established, as ‘errors’ are eliminated completely and permanently. Since it is proven
that social dialects like AAE are not impairments, it would be unethical for clinicians to accept
these dialectal speakers for treatment. The only job of a speech language pathologist in this
scenario would be to confirm that there is only a dialectal difference and no true disorder (Payne,
2005). ASHA states that speech language pathologists can provide instruction of SAE to
dialectal speakers called elective therapy, but only if they or their guardian seeks therapy.
“ASHA further requires that to provide elective services, a clinician must 1) demonstrate
sensitivity and competence in the linguistic features of the dialect, 2) understand the effects of
negative language attitudes on language performance, and 3) be familiar with linguistic
contrastive analysis procedures” (Social Dialects, 1983). These features are not something you
find in a majority of speech language pathologists, because in school Standard English is the
primary focus while instructing students. According to ASHA, there is no requirement to take a
social linguistics course which teaches social dialects and they are rather hard to find due to the
lack of availability.

Screening those with AAE requires clinicians to be precise and make the right
selection of instruments that are dialect sensitive. A dialect sensitive instrument will not count
AAE features as errors; this is key to accurately distinguishing the differences of a language
disorder from a language difference. “Here the issue of test bias is the main problem. Most
standardized tests are designed to score features of AAE as errors. This constitutes a linguistic
bias in these instruments” (Payne, 2005). With not all normative samples representing diverse
populations, the demographic of the sample used in the instruments’ data is imperative for
clinicians to be aware of. The more similar the demographics are to your client, the more
accurate your results will be. Dynamic assessments are also encouraged to see if children can
adapt their language styles to various contexts and conversational partners. The term for this is
called code switching.
BILINGUALISM
When it comes to bilingualism, there is an increasing number of multilingual people in
the United States. The largest language in the United States after English is Spanish, followed by
Chinese. Bilingualism is a very positive thing with research showing cognitive benefits that
monolingual speakers lack (Tasami, 2015). According to the US census, the Hispanic population
in the United States has increased from 35.3 million in 2000 to 50.5 million in 2010 (Levey &
Sola, 2013). “Experts have found that children who are fluent bilinguals actually outperform
monolingual speakers on tests of metalinguistic skill (Roseberry-McKibbin & Brice, 2000).”
There is also great need for bilingual speakers as business is increasingly done internationally,
making them a highly valued resource for the United States economy (Roseberry-McKibbin &
Brice, 2000). I will use the Spanish language for this overview of multilingual groups and
explain how to correctly conduct therapy with them.

Hispanic or Latino students ages 6-21 were more likely to be served under Part
B than same-age students in all other racial/ethnic groups combined for hearing
impairments (1.34 times more likely), orthopedic impairments (1.21 times more
likely), specific learning disabilities (1.29 times more likely), and speech and
language impairments (1.06 times more likely) (ASHA Leader, 2016).
These statistics suggest that Latino students in the United States have more difficulties
with language than all other minorities. However, there are multiple research articles asserting
that this minority is being inaccurately diagnosed. With a 61% increase in the amount of ELL
children in US schools since 1994, there is great need for SLPs to become more active in
expanding their knowledge about other cultures (Levey & Sola, 2013).
It is common for early language learning (ELL) children to transfer characteristics from
their first language (L1) to English (L2). These are normal characteristics of ELL children and
clinicians working with this group should be aware that the structure of the L1 to differentiate
these typical errors from atypical ones. An example of this transference would be the Spanish
phrase “esta casa es mas grande” which means “this house is bigger.” Still, the English phrase
was revised to be the grammatical form of the original phrase and the literal translation would be
“this house is more bigger.” If an ELL child does this literal translation, they should not be
viewed as a child with a possible language disorder because their L2 language skills are still
developing. You must evaluate ELL children in their L1 skills in order to diagnose them as
having a language impairment (Roseberry-McKibbin & Brice, 2000).
The silent period is also a common stage of second language acquisition. This is a period
of time when the child is first exposed to a second language and focuses on listening and
comprehending. They will rarely speak in order to focus on understanding their L2, which is also

similarly done by adults when travelling to a foreign country. The length of this silent period
varies according to age with older children remaining silent for a few weeks to a few months,
while preschoolers may be relatively silent for a year or more (Roseberry-McKibbin & Brice,
2000).
As school starts for young ELL children, their English language skills are probably poor,
if any exists at all. Yet, schools put them in English speaking classrooms with the expectation
that they will automatically decode this L2 and succeed academically (Roseberry-McKibbin &
Brice, 2000.
…the average native English speaker gains about 10 months of academic growth
in one 10-month academic year. ELL students must outgain the native speaker by
making 1.5 year's progress in English for six successive school years. Thus, in
order to have skills that are commensurate with those of native English speakers,
ELLs must make nine years progress in six years. It is no wonder that many ELLs
flounder--not because they have language-learning disabilities, but because they
are put into such difficult learning situations in our schools (Roseberry-McKibbin
& Brice, 2000).
Ideally, the student would be taught in their L1 for most instruction and transition to more
English as they adapt to it over the academic time span of kindergarten through sixth grade. By
sixth grade, they would be learning in English 50% of the time and Spanish the other half.
Studies show that ELL children taught in this approach outperform students taught in English
from very early in their schooling (Roseberry-McKibbin & Brice, 2000). In ideal conditions,
ELLs take about two years to acquire Basic Interpersonal Communication Skills (BICS). BICS
pertains to contextual, everyday language that occurs in conversational speech. Cognitive

Academic Language Proficiency (CALP) is the less contextual language related to academia.
The acquisition of CALP takes five to seven years under ideal conditions (Roseberry-McKibbin
& Brice, 2000). At this point, an ELL would be at or near the level of native speakers of the
language. The wide gap in between BICS and CALP proficiency can lead to misunderstandings
in professionals and ultimately lead to false assumptions that these children have language
disorders (Roseberry-McKibbin & Brice, 2000).
The language proficiency tests schools conduct on non-native English speakers give
everyone an idea of how well one speaks the language. The label options are Limited English
Speaker or Fully Proficient English Speaker. Nonetheless, these tests only assess English BICS
and SLPs may or may not be aware of this. They can be labeled as fully proficient based off their
ability to answer questions such as “what are your favorite foods?” or information given from
“tell me about your family” (Roseberry-McKibbin & Brice, 2000). This proficient label gives the
school SLPs the impression that they can give these ELL children English standardized tests, but
they will be biased towards them as they do not fit the qualifications. This will result in the child
being mislabeled and potentially placed into special education.
Speech language pathologists evaluating an ELL child for language disorders must be
aware of the high prevalence of mislabeling and take everything into consideration when
differentiating whether it is a language disorder or difference. Teresita Foster, a Spanish and
English speaking SLP from Washington, DC provides the following advice to evaluating ELL
children. An SLP must attain information about the student’s first and second language
acquisition and communication characteristics from family and school teachers. Prior health
problems, language assessments and academic records should also be reviewed by the SLP
(Roseberry-McKibbin & Brice, 2000). The SLP should also evaluate the communication skills of

both languages using formal and informal tasks and social situations. The results of the
evaluation should then be interpreted and compared to those of other ELL children with similar
educational, linguistic and cultural demographics. After obtaining your results, the SLP should
then meet with the family and school personnel to share everyone’s recommendations and reach
a consensus on the most appropriate services and placement for the child (Roseberry-McKibbin
& Brice, 2000).

LANGUAGE DELAY
When a child has not spoken their first word by the age of 15 months, they have an
increased risk of developing a language disorder, or they could just have late language
emergence. Late language emergence (LLE) is also commonly known as language delay and
labeled late talkers. LLE affects about 10-20% of the 2 year old population. Late language
emergence is a delay in language onset with no other diagnosed disabilities or developmental
delays in other cognitive or motor domains. The criteria for LLE is an expressive vocabulary of
fewer than 50 words and no two word combinations by the age of 24 months (Late Language
Emergence). It is imperative to review the criteria at regular 6 month intervals to assess language
growth and determine if they are, in fact, a late talker, or if these signs actually indicate a
language disorder. The distinction between the two is that a language disorder will have
prolonged atypical development, while a language delay will have delayed development that
moves slowly with the typical developmental milestones. A late talker can show deficits in
expressive, receptive or mixed language abilities. While those with receptive language delays are
characterized by language comprehension difficulties, expressive language delays will
demonstrate late vocabulary acquisition and slow sentence structure and articulation

development. Those who only possess a language delay will also catch up to their same-age
peers in language skills and show no actual deficits. Approximately 50% to 70% of late talkers
are reported to catch up to peers and demonstrate normal language development by late
preschool and school age. Males are also three times more likely than females to exhibit LLE
(Late Language Emergence).
There is also a subset LLE, known as late bloomers, which can only be distinguished
after the fact based on the time which they reach the same level as their same age peers. It is said
the distinction can be made by analyzing communicative gestures. Late bloomers will use more
communicative gestures than their age matched late-talkers, compensating for their limited oral
expression. Researchers suggest that late talkers will catch up to their peers in language skills
between the ages of 3 to 5 years old (Late Language Emergence). Research also indicates that
late bloomers are less likely to demonstrate related language comprehension delays when
compared with children who remain delayed.
By 2030, researchers predict that second Language English learners will contribute to
40% of the school aged population in the United States. Some speech language pathologists are
not well informed in the processes involved in second language acquisition (RoseberryMcKibbin & Brice, 2000). Normal things like transferring forms from their primary language
can be seen as a red flag for a language disorder, but it is not. Picking up on the true cause of
these errors is necessary to make the correct diagnosis and avoid false positives. A huge cause of
this is the lack of multicultural education. The first necessary action is to integrate more
multicultural education into either undergraduate or graduate level communicative disorder
programs. In the white female dominated field of speech language pathology, one of clinicians’
main concerns is understanding other cultures enough to be able to know what tests are suitable,

and whether their non-standard English is dialectal or disordered (Crowley, Guest & Sudler,
2015). They also admit that if a multiculturalism class was offered, it would help them make
more accurate clinical decisions. Multicultural training is available as an elective, or infused into
courses, at some pre professional programs, but none of them actually require it for completion
of the program (Crowley, Guest & Sudler, 2015). Other concerns received directly from
clinicians are their “insufficient knowledge of strategies for working with language barriers,
difficulty distinguishing language disorders from language differences and lack of competence
and comfortableness with culturally appropriate assessment and treatment options (Horton-Ikard
& Muñoz, 2010).” They report their multicultural education experience as limited. Consequently,
SLPs may perform biased tests that are not suitable for the knowledge of the student due to their
lack of experience. This is a huge problem that puts future clients at higher risk for having
misinterpretations of their true abilities.
CONCLUSION
The objective of this research study is to report the major differences in diagnoses of a
language disorder and language difference. The most frequently identified symptoms of
diagnosed language disorders and language differences were studied to discriminate the two as
clearly as possible.
It is very important for families to understand the developmental milestones their child
should be reaching, in order to detect the signs of a language disorder or language delay as early
as possible. If one or more of the concerning behaviors are present in a child, it is advised to
schedule an evaluation with a speech language pathologist as soon as possible. The evaluation
process is an important factor for SLPs in deciding whether a client needs rehabilitation services

or not. This is why it is crucial to understand the features of every client’s language/dialect and
do every step meticulously to ensure accurate results.
One of the most important factors is ensuring the child is being tested in his/her primary
language (L1). If this language is not something an SLP is familiar with, they should use a
professional interpreter. Family members who are fluent in both languages are not reliable
translators because the clients may not be comfortable disclosing all their personal information to
them. SLPs should also be sure that the sample group’s demographics fit those of the client when
using standardized tests. It is generally recommended that SLPs use informal measures on
diverse clients to avoid testing bias.
When conducting an evaluation on dialectal speakers, it is important that SLPs educate
themselves on the characteristics of the dialect. This is crucial, because many SLPs who are
unfamiliar with the dialect will assume that test results with large deviations from the normal
range are due to a language disorder. These false positive diagnoses can cause a great deal of
unnecessary stress and pain for families. It is also the responsibility of the educational
institutions training these speech language pathology students to recognize the effects of not
requiring students to take a dedicated multicultural course.
If parents do not believe that a diagnosis was correct, they should consult the SLP and
request another evaluation. If the results from the second evaluation still do not seem to fit the
child, parents should seek the input of another therapist. As a speech language pathologist, it is
always best to make the family’s feedback and concerns a priority. Parents know their child’s
true abilities better than anyone else; thus, their input is vital to helping clinicians make the best
clinical diagnosis.

This paper was constructed to serve as a resource for parents, students, teachers, linguists
and speech language pathologists. All of these disciplines have the potential to help put an end to
the repeated misdiagnoses with the proper knowledge and the right research to support their
stance. In further studies, it would be beneficial to see data which represents the occurrence of
these errors according to setting (clinical vs educational) and location (big cities vs small towns).
This information would give direction to where these plans should be implemented with more
priority. It is only a small step, but it will make a great difference by decreasing the problem
where it is most prevalent.

Appendix
Below I have links to online resources to give more information about the topics I discussed:
National Institute of Health
http://www.nidcd.nih.gov/health/voice/pages/speechandlanguage.aspx

Identify the Signs of a Communication Disorder
identifythesigns.org
Center for Parent Information and Resources
http://www.parentcenterhub.org/repository/disability-landing/

US Department of Education
idea.ed.gov
Indiana Family and Social Services Administration
http://www.in.gov/fssa/4655.htm

Illinois Department of Human Services
www.dhs.state.il.us/page.aspx

American Dialect Society
http://www.americandialect.org/
American Speech and Hearing Association
www.ASHA.org

